In India, the process of decentralization of health services started taking shape in the mid-1990s. Systemic reforms envisaged delegation of administrative and financial responsibilities at district level for management of health-care institutions in 23 states of India in 1999. Subsequently, some of these reforms became part of the National Rural Health Mission (NRHM) launched in 2005. This study aims to document the process of decentralization in health services with special reference to the barriers and facilitating factors encountered during formulation and implementation of reform policies.
Introduction
India is a vast country having the second largest population in the world. It comprises of 28 states and 7 union territories.
1 Though decentralization of finances and functions started way back in the 19th century, 2 it was the 73 rd Amendment to the Constitution of India (1992) that brought decentralization to the forefront.
In India, health services are organized and financed by state governments as the Constitution of India affirms health as a state subject. Few subjects such as international health and epidemic control, etc. are dealt with by the Government of India. Hence, several national health and family welfare programmes are planned and financed by the Central Government but are implemented by the state governments.
Centralized planning and operational controls had been a major area of concern in India as it had led to poor demand and inadequate supply of health services. Most patients consult private practitioners rather than government health services.
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Therefore, National Population Policy (2000) and Health Policy (2002) emphasized the importance of decentralization. The process of decentralization started taking shape with the National Reproductive and Child Health Programme after the International Conference on Population Development. However, a sector-wide approach was adopted only in the late 1990s when 23 state governments initiated the Health Sector Investment Programme. 4 Health service reform envisaged decentralization of administrative and financial functions from the central/state level to the district/subdistrict level and also to the peripheral health institution level.
We h a v e s t u d i e d t h e p r o c e s s o f decentralization in health services with the focus on understanding the barriers and facilitating factors in Haryana state. Haryana, located in northern India, had a population of 21 million in 2001. The per capita gross domestic product in this state is one of the highest in India. However, health indicators place this state in the middle range of performance. 5 The governance systems in Haryana state are similar to many other states of India, i.e. elected legislative bodies and executive structures exist at state, district, subdivision, city/town and village level respectively.
Health service reforms
Brainstorming workshops were held during 1999 to identify the problems and solutions. All stakeholders, i.e. state-and district-level senior government officers from general administration, health service, rural development, social welfare, education department and non-governmental organizations participated in these workshops. Based on the recommendations, State Action Plans were conceived. These plans were discussed at the State Health Sector Reform Cell, which was created to review the progress and to troubleshoot any emerging problem. District Action Plans were prepared following the participatory planning approach. In these plans, panchayati raj institutions (a three-tier structure of elected bodies at village, subdivision and district level) were to be made responsible for the functioning of most peripheral health institutions, i.e. subhealth centres in rural areas. This initiative has been documented as one of the best practices in the Policy Reform Database. 6 The Haryana State Sector Reform Cell recommended several policy initiatives (Box 1).
The administrative and financial powers of district and subdistrict health authorities of health department were revised in the year 2000. Learning from experiences of three pilot districts where reforms were initiated in 1999, state government started making concerted efforts to direct the decentralization and devolution process throughout the state in 2003. Several "societies" that were established earlier for various centrally-sponsored national health programmes were merged into one District Health Society. Workforce management including the mainstreaming of medical and para-medical staff of the Indian Systems of Medicine.
Making public health training an essential requirement for Chief Medical Officers. Adopting a transparent and decentralized staff recruitment, promotion and transfer policy.
Restructuring of staff cadre and creation of a specialist cadre for doctors. Developing and adopting a training policy. Reviewing and redefining the job descriptions of various categories of staff. Rational use of infrastructure by resource mapping and defining various types/ levels of health institutions available in the public sector.
Improving the quality of hospital services and adopting an autonomy package for hospitals.
Newly created health societies * at the state and district levels adopted a performance-linked financing model. Persons were nominated for membership of such societies from a wide range of health and related sectors and institutions, i.e. from government and nongovernmental organizations and professional associations. Health societies were registered under an existing law 7 that permitted them to have their own constitution, governance structure, rules and regulations. The chairmen of governing councils of societies were generally the chief administrative officers from the general administrative service of the government, * Under the Indian Law, a group of individuals can form organizations, generally termed as a society or trust with its own Constitution, Governing Board, Executive Committees, and rules and regulation to carry out non-profit welfare programmes.
while the chairman of executive council of the society was head of the government health service unit at state or district level. The conventional line administration of health services (Director, Health Services -Chief Medical Officer-Senior Medical Officer-Medical Officers) also continued to be the primary vehicle for implementation of action plans designed by health societies at state and district levels. The commitment of the State Health Secretary and Director, Health Services led to the strengthening of "health societies" through installation of modern computing systems and appointment of additional secretarial and technical staff for "societies".
Training of medical officers on decentralization and government orders on retaining and utilizing the "user fee" encouraged Routine data from state health information system was obtained for assessment of changes in health service utilization. Quasiparticipant observations were made by two investigators for understanding the process of decision-making at various administrative levels, i.e. at state, district and health institution level in the Haryana state.
The District Health Society was evaluated in a pilot district by interviewing its chairman and two members of the governing board/executive council; one of them was a local community leader and the other was representing a professional organization of doctors. Semi- We used the theoretical framework of policy analysis proposed by Gill Walt 8 and the "decision space" framework suggested by Bossert et al. 9 The Gill Walt theoretical framework of policy analysis relates to the role played by different players, while the "decision space" model has been used to identify the range of choices for performing the functions decentralized by the centre/state to the district and health institution level.
Results
The policy changes for decentralization resulted in enhancing discretion or creation of "decision space" for the district and sub-district level administrators of Healthcare Institutions/ Organizations through the creation of semigovernment bodies, i.e. 'Health Societies'. 
Facilitating factors
The review of minutes of governing body meetings at district level revealed that the major reason for better performance was active involvement and leadership of the Deputy Commissioner (top district bureaucrat) in the "health society" as its Chairman. He/she introduced regular programme review meetings that led to strengthening of intersectoral coordination, especially regarding the repair and maintenance of buildings by other government departments. Financial grants had been released to "societies" as per their need to carry out repair and maintenance of buildings. These grants were found to have been utilized to a large extent.
In most states, decentralization led to a visible improvement in the physical condition of hospital/health centre buildings especially in district hospitals. Health service providers reported improvements in the range and quality of services due to provision of adequate equipment in operation theatre, construction of new operation theatres and new maternity wards (6-bed and 12-bed wards in subdistrict hospitals), provision of clean linen, blankets and furniture for patients, provision of continuous supply of laboratory reagents and chemicals at all levels of healthcare institutions, minor repairs of buildings, purchase of electricity generators and batteries to maintain continuous electricity supply and improvement in the cleanliness of health institutions. These changes improved the visibility and look of health-care institutions. Delegation of powers related to human resource management such as the placement policy for ensuring availability of specialist medical and surgical services at first-level referral units, policy on essential drugs list and generic medicines, and standard treatment guidelines improved the utilization of outpatient and inpatient services during [2004] [2005] . All stakeholders at the district and health institution level reported that the financial resources available to health societies and the administrative and financial powers delegated to them were sufficient. It was felt that a trained accountant was needed since administrators at subdistrict level had difficulty in handling the accounts. Medical officers at health centres suggested that a system of internal audit should be set up for ensuring procedural correctness of financial transactions at institution level. This would make the Chairman of the "Health Society" more confident.
The National Rural Health Mission (NRHM) launched by the Government of India in 2005 further strengthened decentralization structures and initiated local-level planning. The management units of "health societies" at state and district levels were strengthened with financial support from the NRHM. Introduction of a financial management manual, training of all concerned on financial management, and placement of a Chartered Accountant strengthened the decentralization process as it increased the use of delegated powers.
Barriers
However, many of the initiatives such as computerization of the management information system related to drugs could not be sustained. Interviews with stakeholders revealed that although the power of appointing staff on contract and disbursement of their salaries was vested with the Chairman of district health societies, except for the appointment of the lowest category of staff, no other category of staff could be appointed as state government rules permitted appointments of staff only through a private agency/ nongovernmental organization intermediary. These agencies were not available in districts. Hence, despite the severe shortage, specialist doctors, general duty doctors and accountants could not be recruited. The decentralized "society" structures could involve panchayati raj institutions in their governing councils but could not make them responsible for managing the functioning of sub-health centres. However, decentralization provided implementers at the district an opportunity to innovate. District health societies could initiate public-private partnerships to extend services to the urban poor.
Lack of sufficient financial flexibility in recruiting medical officers and specialist doctors was cited as a problem because the level of salary specified by the government for contracting out doctors was much less than the prevailing market rates. Another difficulty encountered by the "societies" at health institution level was their inability to purchase routine drugs since government rules permitted purchase of only emergency drugs. Shortage of drug supply at health centres remained an unresolved issue.
The period from late 2004 and early 2005 was of political and bureaucratic change at the top in most states. It became increasingly difficult to sustain the changes that had been made in the immediate past. At one of the meetings it was discussed that all reforms should be reversed. The situation stabilized by late 2005. An amendment was made to the State Treasury Rules in 2007 for direct appropriation of "user fee" at institutional level by "health societies".
Discussion

I s s u e s r e l a t e d t o t h e d i c h o t o m y o f administrative roles and financial resources
between the Centre and the states are well recognized in India.
11 Until 1994, the Ministry of Health and Family Welfare, Government of India had a major role in decision-making related to the National Family Welfare and Disease Control Programmes especially in setting targets. Funds transfer from the Centre to the state treasury often resulted in delay and or diversion of resources to other pressing needs. Hence, the Central Government required that states should register a "society" named the State Committee on Voluntary Action (SCOVA) in 1997 for receiving Central Government grants. The administrative and financial powers devolved upon SCOVA could not be used as there was resistance to change; implementation plans could not be prepared and funds were poorly managed. 8 The creation of "health society" structure and linking the transfer of funds to state and district health societies with action plans ensured that the funds meant for implementation of action plans were utilized only for health programmes. Various innovations/best practices emerged as states had the power and resources to do so during the transition phase from centralization to decentralization.
11
Gill Walt (1994) emphasized the role of actors and the context in policy change. The change process required decentralization that took shape only when the technical consultant advocated the need for a policy on decentralization to the State Health Secretary and Director-General of Health Services and district health officers. It was a tough task as delegation of powers called for "shared" responsibility at all levels. However, as most states were facing financial pressure during the 1990s, reforms in the hour of crisis provided an opportunity for "defining priorities, refining the policies, and reforming the institutions through which policies are implemented".
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Therefore, the state government signed an MoU to augment the fund flow for which the state was required to have a decentralized structure -"health societies" for planning and monitoring the health programmes.
The implementation of decentralization had a principal-agent relationship between the European Commission (principal) and the Government of India (agent). A similar relationship existed between the Government of India and the state government on the one hand and between the state government and district health administration on the other hand. District action plans were a kind of MoU between the state and districts, which defined the relationship among these agencies. Performance-based funding between the Government of India and the state on accomplishment of certain reforms and expenditure targets was the major catalyst of change. Similarly, the District Action Plan embodied "a relational contract" and not a "hard contract", which decided how and in what direction the agent, i.e. district health societies will move. The bureaucratic and political interests of retaining the powers conferred on them have acted pervasively against the interests of the principals, as is reflected by the comment made by one of the top bureaucrats on decentralization plans: "Oh, now I understand that you want to bring the government down to the district level!" Performance-based funding can be an incentive to service providers but it needs to be viewed in the larger context of health reform, i.e. equity, efficiency, quality and financial soundness. 6, 13 It needs to be designed as a political reform to increase the local autonomy and reduce the extent of federal control.
14 Decentralization may not envisage improvement in health services but may bring changes in the authority and financial responsibility for health services. This case study of Haryana state shows that despite the pressure of performance-linked funding all districts did not perform equally. The ownership and financial management capacity of local agencies have been questioned across the globe including East Asian countries like China, Indonesia, the Philippines, Thailand and Viet Nam.
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It has been argued that free health services encourage inefficient overuse of allocations. And "user charges" may exclude the poor from availing health care. Reforms in India have exempted poor patients (living below the poverty line) from "user charges". Physicians and medical superintendents/ senior medical officers could exempt the poor patients from "user charge" by not insisting on their possessing a documentary proof of poverty. They could use their judgement to decide who should pay "user charge".
Though health reforms did envisage making health institutions "autonomous", but their ownership was not transferred to the newly-created institutional bodies, i.e. health societies. Local elected bodies (panchayati raj institutions or municipal committees) were also not fully involved in their planning and monitoring in most states. Only the states of Kerala, Gujarat and Maharashtra were able to involve locally elected bodies in planning. These bodies were also empowered financially to some extent. Decentralization in Indonesia was more radical where over 16 000 public service facilities were handed over to regions, and a brand new inter-governmental fiscal system was put in place.
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To realize the full potential of decentralization, the "resistance" in sharing power and resources (on the part of state-level politicians and bureaucrats) with the district-and subdistrict-level politicians and administrators needs to be addressed. There is reluctance or lack of political will in district and subdistrictlevel governing bodies to take over or manage health institutions because of their inadequate capacity/experience. Capability building of local bodies is required; otherwise the decentralization efforts in respect of health services may get reversed soon.
Decentralization of health services in India Manmeet Kaur et al. Health services in India need greater decentralized planning, and better managerial and monitoring systems. Financing of decentralized health services should be the responsibility of the Central and state governments as most of the revenue generated through tax is at these levels. The local government at city, village, subdistrict or district level does not have an adequate financial resource base. The technical aspects of service delivery may be the responsibility of health professionals but the planning, organizing, budgeting and monitoring functions should rest with the elected representatives of the local government at district level who can have technical support from health societies. Technical guidelines and policies could be formulated at the Central or state level for maintaining technical standards. More research using a mix of methods (quantitative and qualitative) involving the end users of health services is also required for monitoring the effects of decentralization as State-sponsored policies and interventions may not be more effective in promoting development.
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Though members of "health societies" were largely nominated from among the stakeholders to encourage intersectoral coordination, their nominations were generally driven by general administrators in consultation with health administrators. The governing bodies at local level, i.e. municipal committees in urban areas and panchayati raj institutions in villages, members of which are elected by people, did not have a decisive role in the working of a "health society". Health societies require a strong secretariat supported by professional managers, accountants and auditors, etc. It is essential to address the constraints in institutionalizing locally elected bodies through both macro and micro structural changes.
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Decentralization can lead to cost-effective, humane and accountable health service only with political commitment, legislative framework, financial decentralization and resource mobilization, management capacity and community participation. 19 A more thoughtful groundwork for decentralization is necessary before a broadened participation and empowerment of community can be attained. Translating the policy of decentralization into action may be more successful through the action research mode. 14 To conclude, decentralization has improved the functioning of health services to some extent in India. Political and bureaucratic commitment to reforms was found to be the most important facilitating factor. Orientation training and performance-based resource distribution were the other important facilitators. Structural changes led to improvement in the financial management system. Also, significant improvements in the public health infrastructure have been observed. Frequent changes in the top administration at the state level hampered the decentralization process. Districts having a dynamic administrative leadership implemented decentralization more effectively than the rest. Major policy decisions covering decentralization of human resource management, increase in financial allocation and greater involvement of the community in decision making need to be taken. At present only about 1.1% of GDP is spent on health by the Central and state governments, 20 large number of vacant positions exist in various health institutions, 21 and decisionmaking still happens mostly at Central and state government level. There is no quick recipe to decentralization but a visionary political leadership, in combination with a strategic focus of bureaucrats working in the public health system having good technical capacities, is needed so that the technical, social, cultural, professional and political aspects of decentralization are managed properly.
